There is little exact information concerning the incidence and type of bronchial carcinoma in rural areas. As regards incidence, Stocks (1959a) It is generally accepted that broncLial ca--cinomi is commoner in men (Bignall, 1958a) . In the present rural series the male: female ratio (11.5: 1.0) was similar to that obtained in clinical series in urban, or predominantly urban, areas, for example, in the Manchester area 13 : 1 (Nicholson, Fox, and Bryce, 1957) ; in the North of England and Midlands 9 : 1 (Mason, 1949) ; in patients who survived operation in the London area 10 : 1 (Bignall and Moon, 1955) ; and in a necropsy series in the Greater London area 6 : 1 (Bryson and Spencer, 1951 asbestos, the production of coal gas, and probably the manufacture of substances containing inorganic arsenic (Bignall, 1958b) , and working with tar, oil, varnish, and certain hot metals and metallic dusts (Stocks, 1959b) . The only patient in the series concerned with one of these was a coal gas worker, and he also smoked about 20 cigarettes per day. The number engaged in individual occupations in the area is not known, and the incidence of bronchial carcinoma in different occupations cannot be calculated. As expected in a rural area, there were more outdoor than indoor workers (1.6: 1.0). In contrast, in the London area Bryson and Spencer (1951) found a slightly greater proportion of indoo: to outdoor workers (1.3: 1.0).
It was possible to analyse in detail the smoking habits of 92 of the 100 rural cases of bronchial carcinoma (Table 111) . (Cross, McDowell, and Posner, 1958) ; 92% of men aged 30 years and over who attended an accident hospital out-patient department, or were in-patients in a general hospital, also in Birmingham, were sometime-predominantly current-smokers (Lowe, 1956) ; and 85.5% of doctors aged 35 years and over in Greater London and large towns were at some time smokers (Doll and Hill, 1956) .
In rural areas 68% of men aged 25 years or over attending for mass miniature radiography in Herefordshire and Shropshire were current smokers (Cross et al., 1958) ; 74% of males aged 25 to 74 years in the Vale of Glamorgan were current smokers, and 91% at some time smokers (Higgins, 1957) ; and 79% of males aged 55 to 64 years in Annandale were current smokers, and 93% at some time smokers (Higgins, 1959) .
In a hospital population of men 25 to 74 years of age, the standardized percentage of smokers in town and country was 94.9 and 89.6, respectively (Doll and Hill, 1952) .
In random samples of the population in the urban areas of Rhondda Fach and Leigh, in the rural areas of the Vale of Glamorgan, and in Annandale, Higgins (1959) found no striking differences on comparing the smoking habits of men primarily between the ages of 55 and 64 years. There was a slightly higher proportion both of heavy smokers and of ex-smokers in the two rural areas. The similarity of the total tobacco consumption in the Vale of Glamorgan and in Annandale in the samples studied (Higgins and Cochran, 1958 ) is of special interest, Annandale being a typical rural part of Dumfries and Galloway.
Among doctors, a relatively homogeneous but special section of the population, remarkably little difference was found between the smoking habits of (Doll and Hill, 1952 the residents in the different areas, the tendency being for more non-smokers and fewer heavy smokers to be found in the large urban communities (Doll and Hill, 1956 ). The tobacco consumption of the 85 males in the present rural series with bronchial carcinoma and whose smoking habits are known is greater than that of a general population in these town and country surveys. Indeed, it is even somewhat greater than that of 1,357 patients with bronchial carcinoma in the urban series of Doll and Hill (1952) , and appreciably greater than their control patients with other diseases. A direct comparison is not entirely valid. Doll and Hill defined their smoking habits as " the most recent amount smoked," while the smoking habit in the present series is basically the current habit. The difference is not as great as it might have been; when the current smoking was known to be markedly different from an earlier one, the habit recorded is the predominant one in adult life. (Doll and Hill, 1952 Although the portion of tissue examined is usually small, bronchoscopic biopsy gives the best opportunity clinically for firm diagnosis and for the determination of the histological type. In the present series the histological nature of the carcinoma was determined in 78% of the cases by bronchoscopic biopsy in 67% and by thoracotomy alone in 11%. The percentage distribution of the various types of bronchial carcinoma is consistent in most of these urban series and similar to that found in this rural series. Even when discrepancies occur, they may be largely due to a difference in interpretation of cells: a variety of opinions could undoubtedly be obtained on some of the sections. Also, a variable histological pattern not infrequently occurs in individual tumours (Kreyberg, 1952; Willis, 1953 (Kreyberg, 1955; Doll and Hill, 1956) , for women as well as for men. The risk of developing epidermoid cancer of the lung or its undifferentiated types among women who smoke is about the same as that of men (Wynder, 1957) .
Adenocarcinomas are thought to stand apart; they do not appear to be associated with smoking (Kreyberg, 1955; Wynder, Bross, Cornfield, and O'Donnell, 1956) . They are divided almost equally between the sexes, possibly with a slight predominance in men (Lancet, 1957) , and they form a higher proportion of all lung tumours in women (Bignall and Moon, 1955; Nicholson et al., 1957; Bignall, 1958d In these patients with bronchial carcinoma the percentage of smokers is high, the amount of tobacco consumed is at least as great as in a large urban series, and the histological types of carcinoma thought to be related to smoking were found in the same proportion as in towns. The relative distribution of squamous carcinomas, undifferentiated carcinomas, and adenocarcinomas was similar to that in several urban series. The clinical pattern of bronchial carcinoma was the same as in towns.
SUMMARY
One hundred cases of bronchial carcinoma arising in a rural area were examined for any significant differences in the disease as described in towns. Even though this is a non-industrial area, and atmospheric pollution is extremely low, no outstanding difference was found. The relationship between smoking and bronchial carcinoma seems to hold in the country as in the town.
We are grateful to Dr. Christopher Clayson for his interest and help throughout, and to Dr. Agnes L. Scott for specially reviewing the bronchial biopsies.
